Choledochal cysts are rare congenital dilations of the biliary system. They are more common in East Asia than in the West. Choledochal cysts have been traditionally classified into 5 types. 1 A 6th type of choledochal cyst has been described as either a cyst arising off the cystic duct or a dilation of the cystic duct ( Fig. 1 ). Data on type VI choledochal cysts are limited, with fewer than 25 cases reported.
Type VI choledochal cysts are typically managed with cholecystectomy. The definitive diagnosis of type VI choledochal cysts is usually made intraoperatively; the differentiation between type VI and type II cysts can be challenging on preoperative imaging. Here we present the case of a type VI choledochal cyst diagnosed by ERCP with direct cholangioscopy, allowing for preoperative planning for laparoscopic cholecystectomy, instead of cyst resection with bile duct reconstruction by means of Roux-en-Y hepaticojejunostomy appropriate for a type II choledochal cyst.
A 62-year-old Korean woman was evaluated for abdominal pain. Her liver function test results were as follows: alkaline phosphatase 84 U/L, aspartate aminotransferase 20 U/L, alanine aminotransferase 12 U/L, and total bilirubin 0.6 mg/dL. MRCP imaging revealed a 2-Â 2-cm cystic structure adjacent to the cystic duct, common bile duct, and duodenum, suggestive of a type II choledochal cyst; however, a diagnosis could not be definitively made by radiology ( Fig. 2 ).
Attendees of a multidisciplinary meeting, which included gastroenterology, surgical oncology, and radiology services, made the decision to proceed with EUS and ERCP to further characterize the cyst, inasmuch as differentiation of a type II from a type VI choledochal cyst would significantly change surgical management. The patient underwent EUS and ERCP with direct cholangioscopy (SpyGlass DS II; Boston Scientific, Inc, Marlborough, Mass, USA) (Video 1, available online at www.VideoGIE.org).
EUS demonstrated a 2-cm cystic structure adjacent to the common bile duct; no obvious mass was seen. ERCP with sphincterotomy and cholangioscopy identified an opening 4 cm distal to the bifurcation, which led to the cystic duct, and a cyst arising from the cystic duct; the ductal epithelium appeared normal, decreasing concerns for malignancy. A cholangiogram confirmed the cystic duct as the origin of the cyst and demonstrated contrast material filling the cyst followed by filling of the gallbladder immediately afterward.
The patient tolerated EUS/ERCP without adverse events. Subsequently, the patient underwent outpatient robotic multiport cholecystectomy with an intraoperative cholangiogram with the use of indocyanine green and the Da Vinci FireFly fluorescence system without adverse events ( Fig. 3) . The gallbladder and choledochal cyst were resected en bloc (Fig. 4) . The patient was seen 2 weeks postoperatively and was asymptomatic. The final pathologic report confirmed the diagnosis of type VI choledochal cyst without dysplasia ( Fig. 5 ).
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